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• There is no need to alter the working hours of HFWCs to accommodate male clients, particularly RTIs/STIs cases.
Confirmed
• Interventions will help in increasing condom use and acceptance of NSV.
No training in NSV was given. Condom use could not be ascertained
The study thus concluded that reproductive health services for men could be easily integrated into the HFWCs without affecting the female and child focus of the clinics. Men were found to be willing to use the existing services within the existing timing of the clinics. Women did not show any apprehension in using the health services because of presence of male client. Service providers, however, need hands-on-training to diagnose and treat RTI/STI cases. To meet the requirements of the additional clients extra medicines have to be supplied. Finally, the augmentation of total number of patients at HFWC (males and females) will lead to more effective use of resources as utilization of health facilities will increase and the cost of treatment per patient will decrease. Table 1 : Number of service providers and field workers interviewed before and after the intervention by experimental and control areas 15 Table 2 : Distribution of service providers who can mention names of STIs 16 Table 3 : Number of service providers and field workers who know the signs and symptoms of male STIs/RTIs 17 Table 4 : Percent of service providers who know about transmission and prevention of HIV/AIDS 18 Table 5 : Percent distribution of service providers whether feels comfortable in discussing sex and sexuality with clients 19 Table 6 : Distribution of all clients including RTI/STI by age and sex 20 Table 7 : Distribution of STI/RTI patients treated before and after intervention 23 Table 8 : Background characteristics of male and female exit clients 25 Table 9 : Percent distribution of clients by reasons for current visit to HFWC 26 Table 10 : Percent distribution of male exit clients who experienced RTIs/STIs symptoms in the previous three months and their treatment seeking behavior 28 Table 11 : Percent distribution of opinions of male and female exit clients about the service delivery 29 The study was carried out in the four major divisions of Bangladesh-Dhaka, Khulna, Rajshahi and Sylhet. The interventions were tested in twelve government health facilities. The target groups of the study were men of reproductive age and grass root level service providers.
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STATEMENTS OF PROBLEM
Since the mid-1970s, Bangladesh national family planning program is primarily focusing on women motivating them to use modern contraceptive methods and encouraging them to seek services from the static clinics. In addition, female field workers were recruited to deliver contraceptive methods at homes. The program design did facilitate women's access to information and medical care through clinics and home visits. In the process, medical needs of males were marginalized. Men now generally seek services from pharmacies, private practitioners and district hospitals. Studies showed that men ignore preventive steps and postpone seeking medical care for chronic health conditions. In cases of acute episodes of illnesses they even resort to self-medication. (Piet-Pelon and Rob 1997; Piet-Pelon, Rob and Khan 2000; Population Council 1996a) .
Studies also revealed that men do suffer from various reproductive health problems (PietPelon and Rob 1997; Population Council 1996a; Hussain et al. 1996) . Nevertheless, they do not avail the services provided by HFWCs. Even for general health care, the majority of men do not seek services from HFWC. One of the reasons perhaps is due to the general perception that HFWC services are only for women and children not for men. The reported statistics relating to STIs awareness contradict the ground reality which indicate that STIs/RTIs is highly prevalent in the general population of Bangladesh. Hussain et al. 1996 reported that about 56 percent women in rural Bangladesh suffer from RTIs and among them, 21 percent with STIs. The high incidence of STIs among women is an indirect indicator of the high prevalence of these diseases among men (Population Council 1996b; Wasserheit et al. 1989; Hussain et al. 1996) . A number of factors have contributed to the spread of STIs among men and women. To begin with, health and FP programs have failed to address the relations between men and women and to emphasize their shared responsibilities in sexual health well being (Asian-Pacific Resource and Research Centre for Women 1996). Moreover, women are generally ignorant about the signs and symptoms of male STIs, even though many men are engaged in risky sexual behaviors (Ashraf et al. 1999 ).
The prevalence of STI is also aggravated by the negative attitude and inefficiency of service providers (Khan et al. 1996) . Contacting male partners is not a priority for the female field workers during their routine home visits. The majority of them consider it inappropriate to talk to males even about FP issues. They feel particularly uncomfortable in demonstrating and explaining male contraceptive methods. Family Planning Inspectors (FPIs) who are primarily responsible for contacting and providing men with correct information on male methods and for encouraging them to accept such methods have not been fulfilling their assigned responsibilities.
Perhaps the negligence or reluctance is a result of female focused training and job orientation of the field workers (Khan et al. 1996) . As a result, they have not been advised or educate about the importance of male involvement or encouraged to contact males by their supervisory officers (Population Council 1997) .
During the last decades, extensive development of behavioral change communication (BCC) materials on FP including condom and vasectomy has taken place in Bangladesh. Very few of these materials, however, categorically focus on men's responsibilities in FP and reproductive health of couples. Research findings indicate that BCC materials could play a major role in motivating men, to assume responsibility in family planning (Ashraf et al. 1999) . Findings from a case study in Philippines, confirmed that BCC materials helps in encouraging and sustaining male involvement in reproductive health (David 1996) . The author suggested that program, policy and legislation should encourage male involvement in reproductive and sexual health of the family.
Findings from Zimbabwe indicated that men can be influenced with FP messages if appealing and appropriate communication channels are used especially if images of virility are incorporated into the messages (Kim et al. 1996) . No such efforts to educate men on the importance of their role in reproductive health have been made in Bangladesh (Donahoe, 1996) .
The existing educational approaches and program activities, therefore, should be reviewed and modified, so that both partners could be reached with services. To ensure effective male participation in couple's reproductive health, it is necessary to provide men with adequate information about reproductive and sexual health through appropriately designed and culture sensitive BCC materials (Kim et al. 1996) .
While training plays a major role in improving knowledge and skills of the service providers, it is often neglected in the public sector. The grass root level service providers lack practical experiences in identifying STI/RTI cases mainly because they had no scope to gain practical experiences or skills on STIs/RTIs during their basic training course. Because of this lack of knowledge, training and skills service providers are unable to treat STI/RTI cases even using syndromic approach (Khan et al. 1996; Donahoe 1996) . Therefore, it is essential to provide handson-training and demonstrations to the providers in identifying and treating STI/RTI cases.
Like women, men have reproductive health concerns that undergo changes with time and phases of life cycle. The absence of adequate reproductive health education combined with the proliferation of traditional but unqualified healing practices have rendered men ignorant of the signs and symptoms of RTIs/STIs, as well as the modes of transmission and means of prevention. All these lead to disregard or non-use of available health services (Ashraf et. al 1999) . Appropriate program efforts are needed to educate men about reproductive and sexual health, healthy practices, and the services available at different health facilities including HFWC.
This may help in overcoming the limited use of existing facilities.
Health seeking behavior of men in Bangladesh needs to be changed or improved. Most of the time men procure medical services from quacks (unqualified medical practitioners), from pharmacists or draw on self-medication. Besides this, men are embarrassed to obtain services for RTIs/STIs from the institutional facilities (Donahoe 1996; Ashraf et al. 1999 
STUDY METHODOLOGY Objectives
The overall objective of the study was to increase the access to and acceptability of reproductive and sexual health services by men at HFWCs which are largely female-focused health facilities. The specific objectives of the study were to:
• Increase access to reproductive health services for men at HFWCs with an emphasis on RTIs/STIs and sexual health counseling • Modify existing BCC materials to increase the acceptance of male family planning methods, RH services and understand their RH responsibilities • Encourage men to obtain and use male family planning method including NSV from HFWC • Introduce provision of RTI/STI services to men using syndromic approach at HFWCs • Assess the management, technical and financial implications of integrating male RH services into the existing service delivery system
Hypothesis
The following hypothesis have been tested in the study:
• The training will augment service providers' technical knowledge about male RH problems and management of RTIs/STIs using syndromic approach • If services for men are made available at HFWCs and publicized availability of these services in the community, then men will avail the services • The interventions to increase use of HFWCs by men will not have any adverse effect upon the number or services of female clients seeking treatment from the same clinics • Provision of male reproductive and sexual health services at HFWC will increase use of the facilities by male clients including STI treatment • BCC activities and counseling of men at the clinics as well as in community could lead to increased use of condom and NSV • There is no need to alter the working hours/timing of HFWCs to accommodate male clients
Study Design
In the present study a quasi-experimental non-equivalent control group design was used with eight HFWCs selected as intervention sites and four selected as control sites. The 
Dependant Variable
The dependent variables considered for this study include: i) increase in the number of male clients seeking services from HFWC, ii) increase in the number of males who obtained RTI/STI services from the health facility, iii) increase in service provider's technical knowledge to identify and treat RTI/STI cases, and v) increased in the number of clients at HFWC who availed male family planning services.
Data Collection Technique
The study was conducted in three phases-situation analysis, implementation of interventions and impact assessment. Situation analysis took six months, interventions 12 months and impact assessment took another six months to complete. Situation analysis and impact evaluation were conducted through inventory survey, analysis of service statistics (client registers), exit interviews, focus group discussions (FGD), and pre and post intervention tests of the service providers for knowledge and management of RTI/STI cases. These were conducted in both the experimental and control areas. In addition, two review workshops were conducted with the program managers and service providers to review the project activities and to seek their suggestions, if any.
Inventory surveys
Inventory surveys were conducted in the eight experimental and four control HFWCs both before and after the intervention. Inventory surveys were conducted to assess the readiness of the health facilities to provide RTI/STI services. Data collection included availability of medicine for RTIs/STIs and infection prevention equipments such as sims speculum, cotton, and antiseptic agents in the center.
Service Statistics
Month wise service statistics were colleted from all the study clinics to estimate the total number of clients who availed any health services, number of RTI/STI clients examined, number of referrals made, number of clients obtained condom from the clinics, number of condoms distributed by the field workers and the number of partner management provided. The figures were obtained from the service registers maintained at the study centers and covered both before and after intervention period.
Exit Client Interview
Two hundred eighty six male (experimental 220 and control 66) and three hundred female (experimental 175 and control 125) exit-client interviews were conducted during the intervention period. Among the 286 male exit client interviews, 96 were conducted over the first nine months of the intervention period while the remaining 190 over the last three months of the intervention period. All the 300 female exit client interviews were conducted during the last three months of the intervention period. The aims of the exit client interview were to assess quality of service provided at the centers, type of counseling provided by the service providers, opinions about the timing and provision of male-female services from the same clinic and the same time, and client feedback about their experiences at the centers. Enquiries were also made for the RH knowledge and practices of the patients, purpose of their visit at the HFWC and whether or not the patients suffered from RTIs/STIs in the last three months. The purpose of male exit client interviews over the period was to evaluate the service delivery in a continuous manner.
Focus Group Discussion
A total of seven (5 in experimental and 2 in control areas) and sixteen FGDs (8 each in experimental and control areas) were conducted with male before and after the intervention period respectively. The informants of the FGDs were community leaders and male members of the community. Four FGDs each in the experimental and control areas were conducted with adolescents in the post intervention period. The community leaders included teachers, businessmen, religious leaders and local political representatives while the other male informants included agricultural laborers, and/or general laborers. FGDs were conducted to collect information on community perceptions about the health centers, reasons why men do not seek treatment from HFWCs and suggestions on how to cater male clients' needs, particularly RTI/STI ones from the existing health service delivery system. The post intervention FGDs was conducted with community leaders and adolescents to assess their perceptions about the recent inclusion of male STI services in the HFWCs, reaction of men and women to these changes, quality of services provided from the HFWC and suggestions, if any.
Interview of Service Providers
Pre-and post-intervention interviews were conducted with 127 service providers and 163 Subjects were also asked about the supply of medicine and their suggestions on how to provide services to enhance males' access to and utilization of RH services. The same questionnaire was used both in the pre and post intervention surveys except that in the end line survey where some new questions were added on the provision of male RTI/STI services.
Review Workshop
Two review workshops were conducted with program managers and service providers. 
Data Processing and Analysis
The principal procedure for analysis of quantitative data was providing descriptive statistics on each variable collected during the study and compare the findings from experimental and control groups, both before and after intervention. The significance of the differences in proportion was tested using `Z' test while those of means by `t' test. Qualitative data analysis provided in-depth understanding of the perception of the community about the initiatives taken under the project, and patterns and relationship of the exploratory variables among the experimental and control areas. Direct quotes have been used whenever possible to strengthen and complement the observations made from the quantitative data.
Interventions
Broadly, four types of interventions were introduced in the experimental clinics. The control clinics received no such interventions. The interventions included:
• Theoretical and practical training of service providers on RTIs/STIs and its management using syndromic approach • Inclusion of provision of RTI/STI services in the HFWCs • Promotion of awareness about male RTIs/STIs and availability of RH services for males at HFWCs by group discussion with adult male and male adolescents and by developing and distributing BCC materials • Mobilization of resources in term of additional drug supplies from the existing government resources
Workshop with Program Managers
To train the service providers properly and comprehensively, a training manual was developed. To develop this manual, a three-day workshop was held with program managers and NIPORT training staff. In the workshop contents of the manual was discussed and finalized. The training manual thus developed covered important theoretical aspects of ESP, safe motherhood, family planning, gender issues, syndromic management of RTIs/STIs, couple counseling, sexual health counseling, and the role men can play in couple's reproductive health care. Further, two orientation workshops were organized in the experimental areas to orient the district and upazila level managers about the study's objectives, design and proposed activities. It was felt that such orientation of Health and Family Planning officials will be useful in proper implementation of the project.
Training of Service Providers
Ninty-four Family Welfare Visitors (FWVs), Sub Assistant Community Medical Officers and UHFPO who were also the trainer for the theoretical part. As the STI patient load at UHC was very few, the practical training at the first stage was not satisfactory. Hence, after first review meeting it was decided that service providers should be given practical training again.
Accordingly, all of them were taken to medical college hospital and a special five-day training course was organized at the Skin and Venereal Disease Department. This training substantially improved their ability to diagnose and treat RTIs/STIs cases.
Awareness Promotion
In the eight experimental areas, different approaches were used to make community members aware of the services availability for male clients at HFWC and to encourage them to use the available services. These approaches included:
Group Discussion
During the first eight months of the interventions, in each union six to eight group discussions were organized. Each union is administratively divided into three Wards, each ward consisting of 3-5 villages. Thus, an average two group discussions were held in each Ward per month. A total of 436 group discussions were organized in eight unions during the first eight months of intervention. Field workers organized meetings with approximately 20-30 participants each including local community leaders, religious leaders, adult males and male adolescents.
FPIs and SACMOs conducted group discussions on STIs/RTIs, male responsibility in couples RH and availability of RTI/STI services for men at HFWCs.
Distribution of BCC Materials
A total of seven BCC materials were developed for distribution by modifying some existing materials. Five informative posters on male RH was designed to convey (a) signs and symptoms of RTIs/STIs in males and females, (b) consequences and treatment of STIs, (c) availability of male RTI/STI services from the HFWC, (d) condom use and (e) no-scalpel vasectomy (NSV). Posters were displayed and leaflets and brochures were distributed at each experimental HFWC in addition to popular meeting places for men. Among the promotional materials, a special leaflet and a brochure were designed to explain the signs and symptoms of RTIs/STIs in male and female patients and their sequelae, and how men can play vital role in improving a couple's reproductive health. A signboard indicating that male reproductive health services were available was also placed in front of each clinic. Two flip charts developed by Population Council illustrating the signs and symptoms of RTIs/STIs were provided to the service providers in each experimental HFWC to use during service delivery and client's counseling. During the intervention period more than 30,000 BCC materials were distributed two times during the first quarter and third quarter.
Public Announcement
In four experimental areas, HAs rented loudspeakers for one day, rode through their respective unions in cycle rickshaws, and broadcasted messages about the availability of reproductive health services for males at the HFWCs. This form of promotion was conducted only once during the study. This resulted in sudden rush of clients at the HFWC. Service providers could not cope up with such client loads and demand of additional medicine. Hence, this approach of informing community members was discontinued.
Provision of RTIs/STIs and Other Reproductive Health Services
At the experimental HFWCs, RTI/STI patients (both men and women) were treated by FWVs and SACMOs. They counseled clients, and depending on the availability of medicines at the clinics, SACMOs/FWVs either handed out medication to the patients or wrote prescriptions for them to purchase medicines from pharmacies. Service providers also encouraged STI clients to bring their partners to the clinic for treatment and counseling. In addition, family planning methods were also offered from the clinics as usual. Field workers referred clients with complaints or signs and symptoms of RTIs/STIs to the HFWCs for treatment and counseling.
Patients who required advanced medical care for RTIs/STIs were referred to the nearest UHC.
To make referral center responsive to clients, program managers from the UHC were involved in training of the service providers.
NIPORT had provided two RTI/STI registers to each HFWC to maintain information about the male and female clients who came to the clinic for seeking treatment. Information were recorded on the reasons for the client visit, symptoms presented, treatment received and the details of any referrals that were made. The registers were checked during monthly visits by NIPORT/ Population Council staff. However, because of various reasons, all the HFWCs were not covered every month. The data collected from the registers were analyzed and used in the impact evaluation.
Mobilization of Resources
During inventory survey many gaps at HFWC facilities were identified. One major problem was adequate supply of medicines, particularly those required for RTI/STI management.
To address these issues and fulfill these needs, meetings of upazila and district level program managers were organized and to the extent possible, these requirements were met from the available resources at their end. Supply of drug for RTI/STI management however, remained a problem.
Monthly Field Visits
It was envisaged that members of the project staff from NIPORT, program managers from each upazila, and the Population Council staff will make monthly visits to each experimental HFWC to observe the delivery of RTI/STI services, to answer queries from service providers, to check information maintained in the RTI/STI client register, to resolve problems, if any and to fill up monitoring checklists. However, in reality it did not happen in every month.
Many monitoring checklists remained incomplete either because scheduled visits were not made or service providers were not available during the field visit. Only 37 out of 88 monitoring checklists were filled up from September 2001 to May 2002. The information collected in the checklists included the total numbers of clients in a given month by age and sex, number of RTI/STI clients treated by sex, number of condom acceptors, observation on privacy maintained during consultation, partner management, group discussions conducted, and clients referred to upazila/district hospitals. Besides this, observation on the cleanliness of the center, the opening and closing hours of the clinic, and the amount of attention given to clients' need were also explored.
LIMITATION OF THE STUDY
Since the study was conducted in the government setting and implemented by NIPORT, a government's training and research institution, some of the investigative processes could not be implemented properly. There was lack of coordination between NIPORT and Directorate of Family Planning. Although both of them are under the same ministry, administrative structure is different in each institution. For instance, monitoring visits were planned for every month but this schedule was not adhered to by the program managers. In addition, service statistics such as number of condom pieces distributed could not be collected because, workers and service providers both distribute condoms in the community but workers do not submit distribution statistics to the clinics. They directly report this information to Upazila. Under this project no effort was made to collect these information from Upazila.
Due to resource constrain some of the planned interventions such as NSV training of the service providers could not be implemented during the intervention period. Service statistics
were not recorded at some clinic for a few months. In two clinics, service providers did not maintain the register properly for three months, as there was no incentive for this extra works.
However, this problem was resolved once they were convinced to conduct this activities as a part of their regular work. Medicine for RTI/STI treatment was the main resource that clinics needed to sustain RTI/STI treatment. Program managers had agreed to supply medicines from upazila stores to meet the additional demands incurred during the intervention period. In spite of planning for this contingency, clinics ran out of medicine frequently and upazila authorities were unable to replenish stocks.
FINDINGS Pre and Post Surveys of Providers

Background Characteristics of the Service Providers and Field Workers
A total of 127 service providers (FWV and SACMO) and field workers (FWA, HA, Assistant Health Inspector)
were interviewed before the intervention. In the post intervention phase, 163
service providers and field workers were interviewed.
The distribution of service providers and workers interviewed are given in Table 1 . An analysis of the background characteristics of the providers' revealed no significant difference among the service providers of experimental and control areas in terms of age and types of training; the only difference observed in the length of services. The mean age of the service providers was 39 years in both experimental and control areas. Similarly, the mean age of field workers was around 39 years.
On an average, service providers were posted at the facilities for three years while field workers were working in the area for more than 12 years.
The number of the service providers and field workers interviewed before and after the intervention varied in both experimental and control areas. The reasons may be due to inclusion/transfer of service providers and field workers in the study areas or they were not available during interview before the intervention or may be some of them transferred after the intervention started.
Knowledge on RTIs/STIs
The majority of the service providers (95 percent) and workers (94 percent) had received basic training on reproductive health issues. Interviews of the service providers and field workers showed that 100 percent of the service providers and 91 percent of field workers had heard of RTIs/STIs before intervention. After intervention, this awareness increased to 100 percent for the field workers of experimental area. Further analysis of the data on the knowledge of service providers about STI/RTI is given in Table 2 ). This finding supported by the hypothesis that service provider's knowledge can be improved by training. However, there was some dropping of knowledge on the name of STI in the control area. This may be due to two reasons, inclusion/transfer of service providers in the control area or the lack of probing by the investigators (Table 2 ). Proportion test shows that improvement in the knowledge of providers about STIs were statistically significant (p<.001).
Although the service providers were able to name some of the STIs, they were mostly ignorant about the causes of STIs before the intervention. Both service providers and field workers had little knowledge about the origins of STIs and many held misconceptions about the causes. For example, about 12 percent of the field workers believed that RTI/STI can be transmitted through use of infected persons cloths or uncleanness. There was no major difference in the understanding of the transmission and prevention of STIs among service providers from both the experimental and control areas. Moreover, the majority of service providers and field workers confused STIs with HIV/AIDS, particularly in regards to consequences. Table 3 presents service providers' and field workers' knowledge of the signs and symptoms of RTIs/STIs. Findings indicate that knowledge of both the service providers and the field workers had significantly increased due to the intervention (training) and also that they had retained the knowledge at a reasonable level, even nine months after training. Proportion test
shows that improvement in the knowledge of providers about STIs were statistically significant (p<.001). As expected, knowledge of the service providers and field workers of control areas did not change significantly. In fact, in few cases a lesser number of service provider were recorded having knowledge about STIs in post intervention period than pre intervention period. This is mainly because of small number of providers and arrival of new providers due to transfer. The above analysis shows that training had increased knowledge of the service providers and field workers about the signs and symptom of STIs/RTIs which could help them in identifying the diseases for treatment. As no data was collected on the use of syndromic approach or knowledge of treatment for different types of STIs, it is difficult to comment on its correct use. However, with all these limitations the findings confirm the hypothesis that training will increase provider's knowledge about RTI/STIs and they could identify the disease on the basis of symptoms.
Before intervention most service providers were either unclear or completely unaware of the health consequences of untreated STIs and RTIs. For example, about 60 percent of the field workers reported death as a consequence of RTIs/STIs. Perhaps they confused it with HIV/AIDS. The service providers and field workers were well informed about transmission and prevention of HIV/AIDS even before the introduction of intervention. Table 4 shows that the majority of the service providers and field workers were aware of at least three major routes of HIV transmission and how to prevent them.
Providers Practices
Use of Syndromic Approach for Treating RTI/STI Clients
WHO approved syndromic approach was utilized to treat RTI/STI clients in each facility.
However, the study did not evaluate the effectiveness and appropriate use of the approach by the service providers. The most common RTI/STI treatment for men was prescription of antibiotics when available. Since medicine was often unavailable, patients were given prescription to purchase the medicines from the market. The study did not attempt to measure treatment compliance for purchase of medicine or its proper use. While the study demonstrates that the service providers of HFWC can be trained to use syndromic approach for the management of STI/RTI, it is important to evaluate correct and appropriate use of the technique by the service provider. For this, further research is recommended. Pre. I = Pre-Intervention and Post. I=Post-Intervention
Partner Management
During interview service providers in the experimental areas reported that they advised partner management to all clients suffering from STIs. However, considering the fact that they may not like to bring their partners for examination, partner management was conducted by asking the client to bring the partner to the clinic and by writing a prescription for the partner treatment. However, compliance on the treatment and prescription were also not examined by the study.
Counseling on Sexual Health
Several service providers in the experimental (11 percent) and control areas ( (Table 5) .
Service Statistics
Client Load
To assess impact of intervention on utilization of HFWCs, particularly by male clients service statistics were compiled to calculate the numbers of clients received services from the selected HFWCs before and after the intervention period. Service statistics for the six months The distribution of clients by age and sex is given in Table 6 . Findings indicates that during the six months pre intervention period, a total of 38,527 clients (803 clients/clinic/month) received services from the experimental clinics. The figure increased to 59,943 (1,249 clients/clinic/month) and 68,908 (1,434 clients/month/clinic) in the first six and second six months respectively after the intervention. In the control areas, the corresponding figures were calculated to be 22,569 clients (940 clients/clinic/month), 20,737 (864 clients/clinic/month) and 30,152 (1,256 clients/month/clinic) respectively. The increased number of clients in the control area in the second six months is mainly due to the increase number of clients of 0-14 years.
Break up of these figures by adult male, adult female, total adult patients and 0-14 years aged group patients are given in Table 6 .
The analysis shows that the total number of male clients (15 years +) attending the experimental HFWCs increased substantially after the intervention. For instance, average number of male clients per month per clinic increased by three folds, from 131 to 330 in the first six months of intervention and remained at 345 per month per clinic during the second six months of intervention. The change in the average number of male clients per month per clinic was statistically significant (t =7.51, p<.001). In contrast to this, in control areas the corresponding figure during the pre intervention period was 105, it decreased to 70 during the first six month and remained almost at the same level (74) over the second six months of the intervention period (Table 6 ). This confirm the hypothesis that by adding STI/RTI services in HFWC and encouraging males to utilize the available services from HFWC, the number of male patients will increase significantly.
What is further encouraging to note that during the same period, the number of adult female patients and children (0-14 years) also increased substantially. The findings presented in Table 6 show that average adult female patients load increased from 425 to 628 and 693 per month during the first and second six month of the intervention. The difference in the average of pre and post female clients is statistically significant (t= 4.652, p< .001). No such significant increase was observed in the control areas. This conforms the hypothesis that presence of male Table 6 ). The reason for such increase in the child patients is not clear.
Number of RTI/STI Cases
Analysis suggests that most of the adult male (98 percent) and adult female (98 percent) clients came to the HFWCs for the treatment of general health problems (Figure 3 ). Only about 2 percent of the patients sought treatment for STIs/RTIs problems. However, the data presented in Table 7 and Figure 4 demonstrate that in the experimental clinics, the number of male clients treated for RTIs/STIs symptoms increased from 44 to 263 in the first six months of intervention.
In the second six months, the number of patients remained stable around 255. Interestingly, the corresponding increase in female patients was still higher -from 37 in the six month pre intervention period to 469 and then 624 during the first and second six months post intervention period. Further analysis indicates that these clinics were treating on average one male and one female RTI/STI client per month before the intervention. This monthly average increased to more than 5 males and 13 female patients after the intervention (Table 7 and Figure 4 ). No such change was observed in the control clinics. During the study period, none of the control clinics received any RTI/STI patient. The study thus confirmed the hypothesis that if RTI/STI services are introduced in the HFWC and males are informed about it, they will avail these services. The findings further indicate that women will also benefit from these interventions and seek treatment for RTI/STI problems. 
Symptoms Reported by Male RTI/STI Clients
It was very difficult to get a complete picture of patients complaints from the service register as service providers have written too many complains together. Moreover, sometimes they have written the diagnosis such as STI. However, analysis of the service register for the 518 male clients showed that urethral discharge (82 percent), penile ulcerative problems (11 percent), and other problems such as burning sensation and painful urination (22 percent) were the more frequently treated STI/RTI symptoms.
Condom Use
Service statistics maintained at the HFWCs could not provide information on condom distribution. It was largely because of two reasons. Service providers feel discouraged to take condom from UHC, as they have to purchase it by their own money and subsequently recover the price by selling it to their clients. Providers do not feel comfortable in blocking their money by buying condom in advance. While they keep few condoms handy, these are only for display or "show" purposes. Furthermore, field workers report to the FPI and UHC and not to the HFWC about the distribution of condoms. Therefore, it was problematic to ascertain the exact number of condoms distributed in the project areas. No effort or arrangement was made to collect this information under the present project. However, analysis of exit client data showed that about 5 percent of the male clients came to the HFWC for family planning methods. This is an interesting observation as men rarely go to HFWC for condom collection. In case of control clinic, only one percent exit clients had come to collect condom. Considering the small number of case both in the experimental and control groups it is difficult to conclude that the difference between experimental and control was statistically significant.
FGD revealed widespread prevalence of misconceptions about male contraceptive methods. The majority of the informants in the FGD believed that family planning is a woman's issue. Some even considered the use of condom as a sin. One informant said: 
Background Characteristics of the Exit Clients
A total of 286 male (220 experimental, 66 control) and 300 female (175 experimental and 125 control) clients were interviewed at the clinics after they had received the services. All these interviews were conducted after implementing the interventions and were spread over several months. Findings presented in Table 8 (Table 8 ). For details of female clients, please see Table 8 .
Purpose of Current HFWC Visit
Analysis of the data from exit interviews showed that more than 90 percent of male clients visit to HFWC for general health care (Table 9 ). It is observed that while none of the male client in the control areas came for RTIs/STIs treatment, 20 male clients (about 9 percent, N=220) in the experimental areas came with RTIs/STIs related problems such as urethral discharge (2.7 percent), frequent urination (3.2 percent) and soreness of the penis (2.3 percent).
About 5 (Table 9) . You will see, you will get so many clients that providing services will be difficult."
Sources of Information on RTI/STI Services
Treatment Seeking Behavior of Male Clients
In the exit interview, all male clients were asked whether they or their wives had experienced any symptom of STIs/RTIs (signs and symptoms were mentioned) in the past three months and if yes how they managed it. Table 10 
Quality of Services
Quality of care provided by HFWCs was assessed through regular monitoring visits, inventory survey and feedback from the exit clients. In addition, perception of community members about health services was also assessed.
Inventory surveys revealed that most of the medical instruments and supplies such as sims speculum, holding forceps, gali pot, instrument tray, gloves, torch light, cotton, lifter, autoclave, boiling pot, stove, bleaching powder, dettol/savlon and kerosene oil were available in both the experimental and control clinics in adequate quantities for the examination of RTI/STI patients. Some of the service providers reported that recurrent items (savlon, cotton, kerosene, etc.) were frequently out of stock but they rarely need these to diagnose RTI/STI cases in case of male clients. (219) 47 (35) 26 (16) 17 (66) 45 (11) 27 (5) Pus discharge through urethra 5 (219) 58 (11) 36 (6) 6 (66) 75 (4) 25 (3) Burning sensation during urination 15 (219) 55 (33) 21 (18) 19 (66) 31 (13) 23 (4) Pain during intercourse 6 (219) 38 (13) 15 (5) 8 (66) 40 (5) 20 (2) Ulcer in the penis 4 (219) 75 (9) 44 (7) 15 (66) 60(10) -Pain in the testis 8 (219) 33 (18) 22 (6) 21 (66) 43 (14) 36 ( At the monthly visits, it was observed that the service providers maintained privacy and confidentiality during consultation in the experimental areas. Examination rooms in the experimental HFWCs were also found to be clean. In contrast, the situation in the control area as reported by a community leader was not satisfactory. These some what isolated comments from FGD, however, it should be taken with caution as the responses from the exit interviews from both the areas were quite positive about the quality. The majority of the male and female exit clients from both the experimental and control areas acknowledged that whatever services they receive were good. A series of questions were asked to gather their opinions about the quality of services they received from the HFWC. As   Table 11 reveals, the clients expressed satisfaction from amount of attention they received from the providers, provider's manners, and maintenance of privacy and overall management of the clinic. However, water supply and cleanliness of the toilet remained a major problem for all the clinics in both experimental and control areas. On all of these parameters responses of the clients from the experimental and control groups did not differ significantly. The findings thus remain inconclusive about the impact of intervention on quality of services. It is also not surprising as broader aspects of quality of care was not the focus of the study.
Timing of HFWCs
About 97 percent of the male clients in the experimental and control areas reported that the present timing of the clinic was convenient for them and that there was no need to change it ( However, a few informants in both the experimental and control areas felt that the timing could be extended from 2:30 pm to 5:00 pm. A few adolescent informants also suggested to keep the HFWC open till 5 pm. The findings thus indicate that to include male RH services at HFWC and enhance utilization of the services, any adjustment or change in clinic timing is not required.
Acceptability of Male Clients at HFWCs
It is worthwhile to mention that all men (100 percent) and 91 percent of the female clients in the experimental areas reported that the presence of opposite sex clients in the clinic did not A relatively much larger percent (91 percent) of women from experimental area as compared to control area (22 percent) approving inclusion of services for male clients indicates that as long as services of men and women has not been integrated, women might have some hesitation but once they experience it (as in experimental area), most of their hesitation disappear. All these findings support the hypothesis that male and female services could be provided from the same clinic and it will not adversely affect the number of female clients seeking services from HFWCs. Rather as we observed earlier will make HFWC more cost effective and efficient.
Findings from Review Workshops
Two review workshops, one each in the first and last quarter of intervention period was held with program managers and service providers to know their reaction and experience of providing male RH services.
Participants discussed their experiences with the project management. The review meetings were conducted in participatory Table 12 presents the results of the test of hypotheses that were focus of the study and were used to select the study design and contents of the interventions. Findings presented in this report suggest that service providers' knowledge can be improved through training. Moreover, if services for male are included at HFWCs and publicized, men will avail these services, especially for treatment of RTIs/STIs problems. The study also established that the inclusion of male RTI/STI services into the HFWC, primarily a female-focused service delivery centers, will not have a negative effect on the number of female clients and service provided to them. Instead as the study shows, it leads to an increase in utilization of the HFWCs by female clients and thus increasing the efficiency and utilization of HFWCs. Further, the timing of the clinics need not require to be changed as the visiting hours suited to most of the men and presence of patients from opposite sex did not make uncomfortable either to men or women. The results of the study confirmed the possibility of integrating male services, particularly for treatment of RTIs/STIs, in the existing female-focused service delivery system.
SUMMARY OF THE RESULTS OF HYPOTHESIS TESTED
UTILIZATION OF THE STUDY FINDINGS
The research demonstrated that men would use the services provided in the HFWC if they were aware of them. It also indicated that paramedics can be trained to provide preliminary RTI/STI services using syndromic approach. In response to the encouraging study findings, the Secretary, Ministry of Health and Family Welfare has asked NIPORT, a government research and training institution and who carried out the present study, to expand provision of RTI/STI services for 
Confirmed
• If services for RH of men are included within the female focused HFWCs and men are made aware of it, they will avail the services.
• Inclusion of RH services at HFWCs for men will not have any adverse effect upon the number or services of female clients seeking treatment from the same clinics.
• Interventions will lead to an increase in the number of male RTIs/STIs clients at experimental clinics.
• There is no need to alter the working hours of HFWCs to accommodate male clients, particularly RTIs/STIs cases. 
CONCLUSIONS AND RECOMMENDATIONS
The findings of this operations research project provide valuable insights into the possibility of meeting reproductive health needs of men by enhancing utilization of HFWCs both by women and men. Pre intervention data from both experimental and control areas showed that though few men were using the HFWCs, their visit was limited to seek services only for general health problems. Number of such male clients was also quite small as HFWC is primarily recognized as women health facility. Study revealed that utilization of HFWC by men could be increased substantially if treatment of RTIs/STIs services are made available and through IEC activities men are encouraged to use these services. Apart from an increase in the number of male clients, the unexpected rise in the number of female clients indicates that both male and female patients could be served from the same facility and such programmatic change in delivery of services would not have any adverse effect on women's accessibility and utilization of health services. In fact, it contributes positively as increase in the number of female clients at HFWCs imply a more effective utilization of health facilities and a corresponding decrease in the cost of treatment per client. Thus the findings indicate that enhance utilization of HFWCs by men and introduction of RTIs/STIs services at the clinics can be achieved without imposing any heavy burdens on government resources. For instance, most of the day-to-day medical tools (except medicine and lab tests) required for the diagnosis and treatment are available in the centers.
Financial assistance is mainly required for training of staff which can be easily carried out at the government facilities under the management of existing government staff. Some additional resources are also required to ensure availability of medicine at the clinics to manage STI/RTI cases. Further, findings attest that the inclusion of male clients will require very little modification in the delivery system as neither separate timing nor separate facilities are needed to include male RH services at HFWCs. This demonstrates a win-win situation for all the concerned parties -women, men and the program managers.
However, some notes of caution is also essential before scaling up this program at national or sub-national level. The study demonstrated that service providers could be trained on STIs/RTIs management. However, only theoretical training is not sufficient for effective RTI/STI service delivery. A good clinical training and demonstration are essential to diagnose and treat RTI/STI clients using syndromic approach. The practical training should be conducted at a place where there is enough RTI/STI cases to observe and practice syndromic approach for the management of STI/RTI patients. Usually, appropriate clients may not be available during a short training period.
A note of caution should also be made that this study did not have adequate information to judge how far after the training the providers were using the syndromic approach systematically and the prescribed algorithm were followed.
The study revealed that before training service providers' knowledge of STIs was limited to only syphilis, gonorrhea and HIV/AIDS. They were hardly familiar with other STIs. Because of the publicity given to HIV/AIDS as a sexually transmitted infection, many service providers presumed that the transmission, prevention and sequelae of all STIs are similar to that of HIV/AIDS. For example, many service providers thought that STI/RTI could lead to death. This underlines the need of providers' training to clearly understand the distinction between HIV/AIDS and other STIs/RTIs. It was also observed that a considerable number of service providers were reluctant to address sexual issues during client counseling. The findings suggest that service providers require training in communication skills to make them an effective counselor and to discuss sex and sexuality more proactively. This can't be achieved by organizing one short training covering several topics. They will need several short reorientations and supportive supervision in carrying out effective communication and counseling session.
Since HFWCs continue to focus mainly on mothers and children, the inclusion of male clients in such centers require targeted BCC materials. Likewise, the availability of the new services has to be publicized in the community. The BCC materials can disseminate information about the services as well as raise awareness about the sings and symptoms of RTI/STI, its sequelae and the necessary interventions. The study confirmed that, focused awareness promotion activities were successful in increasing the number of male clients at HFWCs for seeking treatment of both general health as well as for STI/RTI problems. Increased clients load for STI/RTI treatment had created demand for additional medicines. However, as often the required medicines for RTI/STI treatment remained short supply, the clients were prescribed medicines to purchase from market. In the present study, it was not possible to assess their compliance either for the use of medicine or partner management. It is recommended that these issues should be carefully evaluated during scaling up of the interventions.
Both because of resource constrain and certain procedural problems, the study could not assess increase in the male contraceptive method, particularly condom use. Because of resource constrain training of NSV was not given. In case of condoms, the program demands from the HFWC staff to pay in advance for the condom given to them from upazila store and later recover the cost from their clients by selling it. The HFWC staffs do not want to block their money by paying cost of condom in advance and hence mostly condom at the HFWC was available for demonstration only and not for distribution. In the present study no effort was made to collect information on condom distribution by the field workers who report the distribution statistics to family planning inspectors and to upazila officials. It is recommended that while scaling up these issues should be given more attention to assess impact of intervention on male methods, particularly condom use.
To conclude, the study despite of these notes of caution, as a whole provides several promising clues for programmatic action.
